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Figure1                                                                    Figure2  
Case History 
A 55-year-old female presented with the complaint of pain in the right upper quadrant of the 
abdomen for six months and watery discharge from the wound in the right upper quadrant for 
two weeks. Her clinical examination revealed severe tenderness with a large area of induration 
in the overlying skin of the right upper quadrant. Her blood investigations showed:  
Hemoglobin 10 gm%, TLC 13,000/mm3, total bilirubin 3.6 mg%, alkaline phosphatase of 602 
IU/L, SGOT 401 U/L and SGPT 560 U/L. She was further investigated with various imaging 
modalities as shown in Figures 1 and 2.  
 
What is the most probable diagnosis?  
 
Answer on the next page 
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here is wide spectrum of clinical conditions manifesting with an indurated, tender, and 
discharging skin of the right upper quadrant of the abdomen including subcutaneous 
abscess, pyogenic soft tissue infection, entero/colo-cutaneous fistula, intrahepatic abscess, and 
trauma. In this patient, an abdominal CT scan showed a mass in the gall bladder with 
involvement of hepatic bed and infiltration into the overlying abdominal wall along with 
multiple gall stones and enlarged periportal, peripancreatic and aortocaval lymph nodes (Figure 
1). A fistulogram demonstrated a patent cholecystocutaneous fistula with multiple stones in the 
gallbladder (Figure 2). A Fine Needle Aspiration and Cytology (FNAC) from the gall bladder 
lump and overlying abdominal wall confirmed adenocarcinoma of gall bladder from both the 
sites.  
External biliary fistulas rarely occur spontaneously as a result of intrahepatic abscess (pyogenic 
or parasitic), necrosis or perforation of the gallbladder, or other inflammatory process involving 
the biliary tree1, 2, 3. Majority of the cholecystocutaneous fistulas result from postoperative 
complications of liver and biliary tract surgery or trauma. Cholecystocutaneous fistulas as a 
presentation of an underlying cancer arising from the gall bladder are an extremely uncommon 
entity. Majority of these patients have a fairly advanced disease with an extremely poor 
prognosis.  
External biliary fistulae are usually a complication of acute suppurative cholecystitis3, 4, 
associated with cholelithiasis, and are uncommon in biliary tract disease without gallstones. Gall 
bladder cancer is an aggressive disease with a dismal prognosis5. It has a remarkable propensity 
to seed and grow in the peritoneal cavity, as well as along the needle biopsy sites and in the 
laparoscopic port sites. It can also spread early by direct extension into liver and other adjacent 
organs. The external opening of a cholecystocutaneous fistula is generally in the right 
hypochondrium. However, other sites can be involved such as the left hypochondrium (45%), the 
umbilicus (27%), the right lumbar region, the right iliac fossa6 and the gluteal region1. The 
presence of right upper quadrant mass in association with gall bladder cancer reflects 
unresectability in more than 90% of the patients. The median survival time for patients 
presenting with unresectable disease is 2 to 4 months with a 1 year survival of less than 
5%7.Chemotherapy has been used for palliation of unresectable disease. Chemotherapy seems to 
have some survival benefit in stage IV disease, but no randomized controlled trials exit to define 
its role in the adjuvant setting7.  
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